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Abstract

Background: In April 2017, the American College of Physicians (ACP) published a clinical practice
guideline for low back pain (LBP) recommending nonpharmacologic treatments as first-line therapy for acute,
subacute, and chronic LBP.

Objective: To assess primary care provider (PCP)-reported initial treatment recommendations for LBP
following guideline release.

Design: Cross-sectional structured interviews.
Participants: Convenience sample of 72 PCPs from 3 community-based outpatient clinics in high- or

low-income neighborhoods.
Approach: PCPs were interviewed about their familiarity with the ACP guideline, and how they initially

manage patients with acute/subacute and chronic LBP. Treatment responses were coded as patient education,
nonpharmacologic, pharmacologic, or medical specialty referral. PCPs were also asked about their comfort
referring patients to nonpharmacologic treatment providers, and about barriers to referring. Responses were
assessed using content analysis. Differences in responses were assessed using descriptive statistics.

Key results: Interviews were completed between December 2017 and March 2018. Of 72 participating PCPs (50%
male; mean years of practice = 13.8), over three-fourths indicated being familiar with the ACP guideline (76%–87% at
3 clinics). For acute LBP, PCPs typically provided advice to stay active (81%) and pharmacologic management (97%;
primarily nonsteroidal anti-inflammatory drugs). For chronic LBP, PCPs were more likely to recommend non-
pharmacologic treatments than for acute LBP (85% vs. 0%, p < 0.001). The most common nonpharmacologic
treatments recommended for chronic LBP were physical therapy (78%), chiropractic care (21%), massage therapy
(18%), and acupuncture (17%) (each compared with 0% for acute LBP, all p < 0.001). The cost of nonpharmacologic
treatments was perceived as a barrier. However, PCPs working in low-income neighborhood clinics were as likely to
recommend nonpharmacologic approaches as those from a high-income neighborhood clinic.

Conclusions: While most PCPs indicated they were familiar with the ACP guideline for LBP, non-
pharmacologic treatments were not recommended for patients with acute symptoms. Further dissemination and
implementation of the ACP guideline are needed.
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Introduction

Low back pain (LBP) is a leading cause of disability and
health care costs in the United States.1,2 A 2016 network

meta-analysis of randomized clinical trials testing LBP
treatments found that nonpharmacologic treatments were
similarly effective to pharmacologic approaches, and had
fewer known side effects.3 In 2017, the American College of
Physicians (ACP) published a new guideline for the treatment
of acute, subacute, and chronic LBP.4 This guideline en-
courages primary care providers (PCPs) to recommend
nonpharmacologic treatments first, over-the-counter medi-
cations second, and prescribed medications third.4 However,
challenges implementing the ACP nonpharmacologic rec-
ommendations have been highlighted5,6 and it remains un-
known if PCP management of LBP has changed.

A recent large survey found the majority of general med-
icine and specialist physicians report referring patients to
nonpharmacologic treatment providers in the previous year,
most often for painful musculoskeletal conditions.7 However,
the timing of referrals to nonpharmacologic treatment remains
unclear. For example, are acupuncture, massage, and spinal
manipulation being used as first-line therapy for acute LBP,
before over-the-counter medications, as the ACP guideline
recommends?4 PCP knowledge of and attitudes toward non-
pharmacologic treatments for LBP can facilitate or impede
their adoption.8–10 Yet, the degree to which attitudes and
beliefs hinder early referrals to nonpharmacologic treatment
for LBP is understudied.

Disparities in access to LBP treatment and outcomes have
been documented in low-income and racially diverse popu-
lations.11,12 Low-income, black, and Hispanic adults with LBP
are among the least likely to receive acupuncture, chiropractic
care, and massage for their LBP.13,14 Few studies have eval-
uated whether PCPs practicing in underserved neighborhood
clinics refer patients with LBP for nonpharmacologic treat-
ments at lower rates than clinics in high-income areas, and we
are aware of none that specifically assessed initial manage-
ment for acute or chronic LBP.

To better understand how PCPs initially manage LBP, we
conducted structured qualitative interviews of 72 PCPs
working in 3 Boston-based clinics. Two clinics were based in
low-income, racially diverse neighborhoods.15 We asked
PCPs to describe the initial management of acute/subacute
and chronic LBP, and noted the frequency of patient educa-
tion, pharmacologic treatments, nonpharmacologic treat-
ments, and medical specialist referrals in PCP-reported
management plans. In addition, we evaluated awareness of
the 2017 ACP practice guideline for LBP, PCP comfort with
referring for nonpharmacologic treatments, and barriers to
recommending nonpharmacologic treatments.

Materials and Methods

Design

This mixed-methods study was designed to assess the
attitudes and practice patterns of PCPs for the initial man-
agement of LBP. A fourth-year medical student (F.G.C.)
conducted structured interviews, in person. The study pro-
tocol was approved by the Institutional Review Board at
Harvard Medical School (#IRB17-0059) and participants
provided oral informed consent.

Neighborhood and clinic selection

This study involved structured interviews of PCPs
working in three community-based clinics in Boston. Phy-
sicians, nurse practitioners, and physician assistants prac-
ticing at participating clinics were eligible to participate. We
selected a convenience sample of clinical practices that had
participated in a previous survey study.16 Neighborhood
clinics were originally chosen due to demonstrated dis-
parities in health outcomes.15,16 For this study, we charac-
terized each clinic using the Area Deprivation Index, a
measure of neighborhood disadvantage.17,18 Higher rank-
ings on the Area Deprivation Index, which indicate greater
neighborhood disadvantage, are associated with poor health
outcomes.19,20 Sites included an academic primary care
group in a high-income neighborhood (clinic A), a com-
munity health center serving predominantly Latinx patients
(clinic B), and a federally qualified health center in a low-
income neighborhood (clinic C).15

Interview guide development

Open-ended questions were developed using recommen-
dations from the ACP LBP guideline and insights from
conversations with local PCPs.4 The goal of the interview
was to assess the following: (1) physician knowledge of the
2017 ACP practice guideline; (2) initial management of
acute/subacute and chronic LBP; (3) frequency of non-
pharmacologic treatments in physician management plans;
(4) PCP comfort with referring for nonpharmacologic treat-
ments; and (5) barriers to recommending nonpharmacologic
treatments.

Interview administration

The ACP guideline was published in April 2017 and
interviews were administered between December 2017 and
March 2018. Interviews were conducted in person by a
single research team member who scribed responses
(F.G.C.). PCPs were told that the interview would take
roughly 10 min, and interviews were conducted at their
convenience (e.g., between patient visits, during adminis-
trative time).

To assess knowledge of the guideline, PCPs were asked to
report ‘‘yes’’ or ‘‘no’’ to the question ‘‘Are you familiar
with the 2017 American College of Physicians practice
guideline for treatment of initial presentation of acute,
subacute and chronic low back pain?’’4 They were then
asked in an open-ended manner to describe what treatments
they would initially recommend for (A) acute/subacute and
(B) chronic LBP. PCPs could provide as many recommen-
dations as they wished. Follow-up questions were asked
only if the nature of the treatment described by a PCP was
unclear. Barriers to recommending nonpharmacologic
treatments were assessed by asking ‘‘Do you feel comfort-
able referring your patients with chronic back pain to non-
invasive service providers in the community?’’ If
participants asked for clarification for ‘‘noninvasive ser-
vices,’’ the following statement was read: ‘‘examples of
noninvasive services include massage, Tai Chi, rehabilita-
tion, yoga, acupuncture, and meditation.’’ PCPs who were
‘‘not comfortable’’ referring were asked to describe barriers
to referring.
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Data analysis

Transcripts were independently coded by two research
team members (F.G.C. and E.J.R.) using content analy-
sis.21,22 Codes for PCP treatment recommendations were
derived primarily from the ACP clinical practice guidelines
and applied using a deductive approach. Each component of
PCP management was characterized as patient education on
self-care (e.g., advice to stay active, moist heat), non-
pharmacologic therapy performed by a health care provider
(e.g., acupuncture, chiropractic care, massage therapy,
physical therapy), pharmacologic therapy (e.g., nonsteroidal
anti-inflammatory drug [NSAID], muscle relaxant, opioid),
or medical specialty referrals (e.g., pain medicine, physical
medicine, and rehabilitation). Differences in coding were
resolved through discussion with senior research team
members (S.J.A. and D.H.M.). The description of barriers to
referring to nonpharmacologic treatment by PCPs was in-
dependently coded by two team members using an inductive
approach. Codes were harmonized and emerging themes
were discussed during team meetings.

Demographic characteristics of participants included gen-
der, years of clinical practice experience, and clinical degree
(i.e., MD, NP). We also report the proportion of participants
who were (1) ‘‘familiar’’ with the 2017 ACP guideline and
(2) ‘‘uncomfortable’’ referring to noninvasive service pro-
viders. We report the frequency at which PCPs included the
various treatment approaches in their management plans. To
explore potential differences by neighborhood, we compared
management plans across participating clinics. Some of the
recommendations in the ACP clinical practice guideline are
similar for LBP in the acute/subacute and chronic phase. For
example, advice to stay active and nonpharmacologic treat-
ments (e.g., acupuncture, chiropractic care, massage, physical
therapy) are recommended as initial treatment for both
acute/subacute and chronic LBP. Thus, we assessed if the

proportion of PCPs who recommended ‘‘staying active’’ for
acute/subacute LBP differed from the proportion who re-
commended ‘‘staying active’’ for chronic LBP. This was
repeated for each treatment recommendation.

Differences in responses by clinic were analyzed using chi-
square or Fisher’s exact test for dichotomous variables and
the one-way analysis of variance (ANOVA) for continuous
variables. We used the McNemar’s chi-square and exact test
when we compared the PCP’s recommendation for acute and
chronic LBP. Statistical significance was determined based
on a= 0.05. All analyses were conducted using SAS version
9.4 (SAS Institute, Cary, NC).

Results

Sample characteristics

Of 82 PCPs consenting to participate, 10 did not com-
plete an interview. Of the 72 participants who answered
LBP questions, half were male, most had an MD degree
(85%), and clinical experience ranged from 2 to 27 years
(Table 1). Most of the participants reported being ‘‘fa-
miliar’’ with the ACP guideline (76%–87% across three
clinics). About half of PCPs were comfortable referring to
noninvasive service providers, with more PCPs from clinic
A (high-income patient population) reporting being com-
fortable that those in low-income clinics (68% vs. 29% and
48% for clinics B and C, respectively).

Recommendations for acute and chronic LBP

The recommendations of 72 PCPs for acute and chronic
LBP are shown in Supplementary Table S1 and summarized
in Table 2.

For acute LBP, advice to stay active (81%) and medica-
tion (primarily NSAIDs, 97%) were common recommen-
dations for initial management. Heat was recommended by

Table 1. Clinic and Primary Care Provider Characteristics

Characteristic Total Clinic A Clinic B Clinic C p

Clinic
Type of clinic — APCG CHC FQHC —
Neighborhood SES on Area Deprivation Indexa

Massachusetts, decile, 0 to 10 — 2 2 10 —
National, percentile, 0 to 100 — 6 8 100 —

PCP n = 72 n = 25 n = 24 n = 23
Male, n (%) 36 (50) 12 (48) 12 (50) 12 (52) 0.96
Clinical experience, years

Mean (SD) 13.8 (6.5) 14.7 (6.6) 13.1 (6.7) 13.3 (6.3) 0.65
Range 2–27 4–27 2–24 3–22 —

Degree, n (%) 0.58
MD 61 (85) 22 (88) 21 (17.5) 18 (78)
NP 11 (15) 3 (12) 3 (12.5) 5 (22)

Familiar with ACP guideline,b n (%) 58 (81) 19 (76) 21 (87.5) 19 (83) 0.58
Comfortable referring to NPT,c n (%) 35 (48) 17 (68) 7 (29) 11 (48) 0.03

aState and National Area Deprivation Index scores were calculated based on street address of clinic.
bFamiliarity with guideline was obtained as a yes or no answer to this question: ‘‘Are you familiar with the 2017. ACP guideline for

treatment of initial presentation of acute, subacute & chronic low back pain?’’
cComfort referring for cLBP was obtained as a yes or no answer to this question: ‘‘Do you feel comfortable referring your patients with

chronic back pain to noninvasive service providers in the community (e.g., massage, Tai Chi, rehab, yoga, acupuncture, meditation, etc.)?’’
ACP, American College of Physicians; APCG, academic primary care group; CHC, community health center; cLBP, chronic low back

pain; FQHC, federally qualified health center; NPT, nonpharmacologic treatment; PCP, primary care provider; SD, standard deviation;
SES, socioeconomic status.
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over a third of PCPs (39%). None of the PCPs recommended
referral to nonpharmacologic treatments endorsed by the
ACP guideline (i.e., acupuncture, chiropractic care, mas-
sage, physical therapy). One PCP stated: ‘‘I believe the
recommendations are for nonpharmacologic therapy but I
find that heat and activity mixed with NSAIDs or muscle
relaxant works better.’’

For chronic LBP, most PCPs recommended non-
pharmacologic treatment (85%), with physical therapy being
the most common recommendation (78%). Roughly two-
thirds of PCPs included advice to stay active (63%) and over
one-third recommended at least one medication (39%). Of
seven PCPs who only recommended a medication for
chronic LBP, all recommended a muscle relaxant. Sixteen
PCPs recommended injections for chronic LBP. While most
indicated injections would be offered to patients with pain
that persists after other treatments, others felt that severe or
debilitating back pain would indicate the need for injections
earlier. For example, one participant noted: ‘‘I want all my
patients exercising if able and in rehab [physical therapy] if
possible. That is a minimum. If patients are having pain that
limits their function, I consider local injections.’’

Treatment recommendations by neighborhood clinic are
shown in Table 3. Treatment of acute LBP was similar
across clinics, although muscle relaxants were more com-
monly recommended in clinic B than in clinic A or C (58%,
24%, and 39%). For chronic LBP, PCPs from low-income
neighborhood clinics B and C tended to recommend non-

pharmacologic treatments more often than those from clinic
A, which was based in a high-income neighborhood. For
example, more PCPs recommended physical therapy for
chronic LBP in clinic B than clinic A (96% and 60%, re-
spectively). Acupuncture and massage were recommended
by more than a third of providers in clinic B, compared with
less that 5% of providers in clinic A. Similarly, chiropractic
care was recommended by a third of clinic C PCPs, and less
that 10% of PCPs practicing at clinic A.

Differences in recommendations
for acute and chronic LBP

Differences in treatment recommendations for acute and
chronic LBP are summarized in Table 2. The majority of
PCPs recommended patients stay active, although this was
more common for acute than chronic LBP (81% vs. 63%).

Nonpharmacologic treatment was recommended less
frequently for acute than chronic LBP (0% vs. 85%). For
example, while no treatment plans for acute LBP included
physical therapy, over three-quarters of PCPs recommended
physical therapy for chronic LBP (0% vs. 78%). Similarly,
about a fifth of PCPs recommended chiropractic care (21%),
massage (18%), or acupuncture (17%), each compared with
0% for acute LBP.

Pharmacologic approaches were more commonly utilized
for acute LBP than chronic LBP (97% vs. 39%). While
NSAIDs were almost always considered for acute LBP, they
were rarely recommended for chronic LBP (97% vs. 10%).
Muscle relaxants were commonly recommended for acute
and chronic LBP (40% vs. 25%), and were the most com-
mon medication recommended for chronic LBP. None of
the PCPs interviewed included an opioid medication as part
of the recommendation for either acute or chronic LBP.

Barriers to nonpharmacologic treatment

Barriers to referring to nonpharmacologic approaches
were described by 36 of the 37 participants reporting being
‘‘uncomfortable’’ referring to noninvasive service provid-
ers. Common themes across reported barriers are shown in
Table 4. The most cited reasons for being ‘‘uncomfort-
able’’ were as follows: (1) a lack of data supporting non-
pharmacologic treatments and (2) the high cost of
nonpharmacologic treatments.

Discussion

We interviewed 72 PCPs about their initial management
of acute and chronic LBP following the release of a new
clinical practice guideline by the ACP. Three-fourths of
PCPs indicated they were familiar with the guideline. Yet,
none indicated that he or she would initially refer patients
with acute LBP for nonpharmacologic therapy, a core rec-
ommendation of the ACP guideline. In contrast, non-
pharmacologic approaches were commonly recommended
for chronic LBP. This difference is exemplified by physical
therapy, which was recommended by none for acute LBP,
but nearly all for chronic LBP. Yet, less than a quarter of
PCPs recommended acupuncture, chiropractic care, or
massage for chronic LBP. About half were not comfortable
referring to nonpharmacologic treatment, sharing perceived
barriers (e.g., lack of evidence, high cost to patient).

Table 2. Recommendations of 72 Primary Care

Providers for the Initial Management of Acute

and Chronic Low Back Pain

Recommendation

n (%)

pa
aLBP,
n = 72

cLBP,
n = 72

Advice on self-care, any 59 (82) 45 (63) 0.02
Stay active 58 (81) 45 (63) 0.03
Moist heat 28 (39) 0 <0.001

Nonpharmacologic, any 0 61 (85) <0.001
Acupuncture 0 12 (17) <0.001
Massage 0 13 (18) <0.001
Chiropractic care 0 15 (21) <0.001
Physical therapy 0 56 (78) <0.001
Yoga or Tai Chi 0 10 (14) 0.002
Mindfulness 0 3 (4) 0.25

Pharmacologic, any 70 (97) 28 (39) <0.001
NSAID 70 (97) 7 (10) <0.001
Muscle relaxant 29 (40) 18 (25) 0.12
Gabapentin 0 7 (10) 0.02

Medical specialty, any 0 25 (35) <0.001
Injectionsb 0 16 (22) <0.001
Pain medicine 0 8 (11) 0.008
PM&R 0 5 (7) 0.06

aDifferences in responses for acute and chronic LBP were
assessed using McNemar’s chi-square or exact test.

bPCPs indicated they would recommend injections for pain,
which would necessitate a referral to a medical specialist (e.g., pain
medicine, PM&R or neurology).

aLBP, active low back pain; cLBP, chronic low back pain;
NSAID, nonsteroidal anti-inflammatory drug; PCP, primary care
provider; PM&R, physical medicine and rehabilitation.
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Although we expected that PCPs in a more affluent prac-
tice site would refer patients to nonpharmacologic therapy
more often than low-income neighborhood clinics, the
opposite was seen.

To our knowledge, this is the first study to assess initial
treatment recommendations of PCPs for acute and chronic
LBP. Previous structured surveys have asked about whether or
not PCPs refer to nonpharmacologic approaches and may not
capture the degree to which these referrals are part of the initial
LBP management. For example, a recent representative survey
asked U.S. physicians if they refer patients to complementary
and integrative health providers, and about half reported doing
so in the previous year.7 Previous studies suggest that referrals
of complementary and integrative therapies for back pain are
more common than for other conditions.23 Yet, these studies
do not elucidate whether nonpharmacologic treatments are
used first or only after other treatments fail.

Perhaps the most striking finding was that none of the
PCPs recommended acupuncture, chiropractic care, mas-
sage, or physical therapy for acute LBP. Instead PCPs ten-
ded to use pain medications for acute LBP, typically
NSAIDs or muscle relaxants, and reserve referrals to non-
pharmacologic treatments, typically physical therapy, for
returning patients with persistent pain. This preference may
reflect that PCPs perceive NSAIDs and muscle relaxants as
effective, low cost, familiar, and/or easy to use. Medications
were the first-line treatment in the previous (2007) ACP
guideline and changing established routine patterns of care
may be difficult.24 An affinity to prescribing pain medica-
tions may also reflect a PCP’s desire to care for patients
rather than referring to another provider ‘‘without doing
anything to address pain.’’ PCPs also indicated that medi-
cations were needed so that patients could tolerate home
exercise or participate fully in physical therapy. However,

Table 3. Initial Management of Acute/Subacute and Chronic Low Back Pain

by Primary Care Providers in Three Primary Care Clinics

Recommendation

Clinic A, n = 25 Clinic B, n = 24 Clinic C, n = 23

pn (%)

Acute/subacute LBP
Number of treatments recommended

for acute/subacute LBP, mean (SD)
2.4 (0.9) 2.8 (1.0) 2.6 (0.9) 0.33

Patient education, any 19 (76) 20 (83) 20 (87) 0.69
Advice to stay active 19 (76) 19 (79) 20 (87) 0.66
Moist heat 9 (36) 10 (42) 9 (39) 0.92

Nonpharmacologic treatment, any 0 0 0 —
Acupuncture 0 0 0 —
Chiropractic 0 0 0 —
Massage 0 0 0 —
Physical therapy 0 0 0 —

Pharmacologic treatment, any 23 (92) 24 (100) 23 (100) 0.32
NSAIDs 23 (92) 24 (100) 23 (100) 0.32
Muscle relaxant 6 (24) 15 (63) 8 (35) 0.02

Chronic LBP
Number of treatments recommended

for chronic LBP, mean (SD)
2.2 (1.1) 3.8 (1.3) 3.1 (1.1) 0.002

Patient education, any 13 (52) 15 (63) 17 (74) 0.32
Advice to stay active 13 (52) 15 (63) 17 (74) 0.32
Moist heat 0 0 0 —

Nonpharmacologic treatment, any 16 (64) 23 (100) 21 (91) 0.001
Acupuncture 1 (4) 9 (38) 2 (9) 0.004
Chiropractic 2 (8) 4 (17) 9 (39) 0.03
Massage 0 (0) 8 (33) 5 (22) 0.004
Mindfulness 1 (4) 2 (8) 0 (0) 0.65
Physical therapy 15 (60) 23 (96) 18 (78) 0.008
Yoga or Tai Chi 2 (8) 7 (29) 1 (4) 0.05

Pharmacologic treatment, any 10 (40) 7 (29) 11 (48) 0.44
NSAIDs 1 (4) 2 (8) 4 (17) 0.24
Muscle relaxant 9 (36) 5 (21) 4 (17) 0.32
Gabapentin 0 (0) 3 (13) 4 (17) 0.07

Medical subspecialty, any 8 (32) 10 (42) 7 (30) 0.70
Injection 5 (20) 7 (29) 4 (17) 0.60
Pain medicine 2 (8) 3 (12.5) 3 (13) 0.81
PM&R 3 (12) 2 (8) 0 0.36

Fisher’s exact test and the one-way ANOVA were used to assess differences in dichotomous and continuous variables, respectively.
ANOVA, analysis of variance; LBP, low back pain; NSAID, nonsteroidal anti-inflammatory drug; PM&R, physical medicine and

rehabilitation; SD, standard deviation.
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NSAIDs and muscle relaxants carry potential risks.3,25 In-
creasing the use of ACP-recommended nonpharmacologic
treatments would avoid these risks.

Earlier use of nonpharmacologic treatments may hinge, in
part, on improving PCP knowledge, attitudes, and beliefs
toward nonpharmacologic approaches.9,10,26 Despite most
PCPs reporting being aware of the ACP guideline, which
characterizes nonpharmacologic approaches as evidenced-
based safe first-line treatments, PCPs commonly cited ‘‘a
lack of research’’ or a ‘‘lack of convincing evidence’’ as
barriers to referral. Previous reports have suggested that the
number of didactic hours focused on musculoskeletal health
or pain management in medical school could be increased.27

Updates to this curriculum should include information on
nonpharmacologic treatments.

Unexpectedly, only a few PCPs cited ‘‘not knowing
nonpharmacologic treatment providers’’ as a main barrier to

referring. Opportunities for medical students, residents, and
clinical fellows to meet and learn from acupuncturists,
chiropractors, massage therapists, physical therapists, and so
on may increase comfort with these professions. Similarly,
attending physicians may have had limited exposure to these
professions in their training or practice. Dissemination
strategies that introduce PCPs to nonpharmacologic treat-
ment providers may improve knowledge and attitudes.28

Yet, the most effective format for disseminating information
on nonpharmacologic therapies to PCPs is unknown, and
additional research is needed.

PCPs also voiced concerns about the cost of non-
pharmacologic approaches. While some evidence sug-
gests that nonpharmacologic approaches are cost-effective
for LBP, they are not consistently covered by insur-
ance.6,29,30 A recent analysis of 45 health insurance plans
found that all but one plan covered physical therapy for

Table 4. Summary Themes and Representative Quotes of Barriers to Referring Patients

with Chronic Low Back Pain to Nonpharmacologic Treatments

Barriera

PCP responsesb

Clinic A
(high-income)

Clinics B and C
(low-income)

Not familiar with evidence-base 1 —
‘‘To be honest, I do not really know the efficacy data for most of those treatments. I should take a look, but anecdotally I

haven’t heard of too many success stories [A-1].’’

Not convinced by evidence-base 3 14
‘‘I know people recommend these things, but I just don’t really buy the data. If a patient has really been struggling with

pain and all else has failed, I will often suggest it, but it isn’t my go to solution [A-18].’’
‘‘There have been a good number of trials that looked at this question, but I am not totally sold on the pain score reduction

as it relates to clinical significance. I think the question of if these therapies make a meaningful difference is still
unanswered [B-24].’’

‘‘It’s tough. I am not a strong believer in the few trials that are out there. Unless a patient has failed multiple
interventions, I usually don’t go that route until much later, if at all [C-23].’’

NPTs not effective in practice/past experiences 2 1
‘‘I have sent patients in to acupuncture and massage therapy over the years. They didn’t really have much improvement,

so I don’t have a ton of faith in these services as a primary modality [A-16].’’

‘‘I have a hard time buying the evidence that these things work. I use PM&R given the right scenario, but even those people
tend to not improve much over time [B-21].’’

Limited NPT availability and/or no established relationship w/providers 1 3
‘‘We don’t really have any of those services locally that I am aware of. I also have a hard time referring to specialists that

require physical skills without having heard positive reviews. In the same way that I try to recommend a certain
surgeon that I know is good when a patient is in need of a procedure. I am not familiar with any local providers that I
would trust in the same way [A-13].’’

‘‘Maybe I should be using more, but I am not strikingly convinced by the evidence that there is much utility. And in
practice, there are not that many places here in Roxbury and the ones that are present are pretty expensive [C-4].’’

Not covered by insurance and/or too expensive 1 13
‘‘I’ve found that these things are rarely covered by insurance, so I use them as an end of the line option [A-26].’’
‘‘They usually are not covered by public insurance. Most of my panel is resource limiting so it’s a balance of selecting

therapies that are likely to have meaningful benefit with reasonable price points [B-2].’’
‘‘It’s hard because I think there is a role for integrative therapies in pain management. However, given insurance usually

does not cover and the out of cost expense is not negligible, I rarely turn to these services at initial presentation. I revisit
if other therapies have failed [B-10].’’

‘‘My panel is mostly uninsured. Typically, these procedures and classes have relatively high copays and upfront cost
[C-15].’’

aSome participants shared more than one barrier.
bResponses are from 35 PCPs who indicated they were not comfortable referring to nonpharmacologic treatments and offered at least one

barrier to making referrals. Eight PCPs were from a clinic A (high-income). The other 27 PCPs were from clinics B and C (low-income).
Values in column correspond to the number of PCPs who made statements assigned to each theme.

NPT, nonpharmacologic treatment; PCP, primary care provider; PM&R, physical medicine and rehabilitation.

INITIAL MANAGEMENT OF LOW BACK PAIN IN PRIMARY CARE S-111



LBP in 2017.31 While this may, in part, explain physical
therapy being a treatment of choice for many PCPs, al-
most all plans (40 of 45) also covered chiropractic care.31

In contrast, a third or less of plans covered acupuncture
and none covered massage.31 Copays can vary signifi-
cantly, often costing patients $20 to $40 per visit; an
obvious barrier against a $5-dollar copay for pain medi-
cations.31,32 Out-of-pocket cost was a common concern in
two low-income clinics that serve a greater proportion
of patients on public payer programs (i.e., Medicare,
Medicaid).

A redesign of reimbursement policies is needed to ex-
pand coverage for nonpharmacologic treatments, and re-
duce or remove copayments and deductible costs. Recent
examples of payment reform include Oregon Medicaid
covering a range of nonpharmacologic approaches for
painful musculoskeletal conditions,33 and Medicare an-
nounced in January of 2020 that they will cover acu-
puncture for chronic LBP.34,35 United Healthcare has
started to roll out plans with $0 copays for first three visits
to chiropractic care and physical therapy for LBP.36 As
public and private insurance plans expand coverage, tar-
geted dissemination of this information to PCPs who
perceive nonpharmacologic treatments as expensive may
increase adoption.37 Interestingly, we found that PCPs
working in a high-income neighborhood who did not ex-
press concerns around the cost of nonpharmacologic
therapies were not more likely to recommend these
treatments. This suggests that insurance coverage is not a
panacea, and additional implementation strategies may be
needed to increase adoption of nonpharmacologic treat-
ments in some primary care settings.

This study has several limitations. We recruited par-
ticipants from three academic Boston-based clinics, and
so, these findings may not be generalizable to other geo-
graphic or nonacademic settings. Participants were asked
what they would recommend for LBP, and we did not
monitor what they actually do. Interviews were brief and
PCP responses were scribed, rather than recorded and
transcribed. Longer interviews with open-ended and
probing questions may have resulted in some PCPs re-
commending nonpharmacologic treatments for acute LBP,
or for a wider range of nonpharmacologic treatments being
recommended for chronic LBP. Longer interviews would
have also allowed for a more in-depth conversation about
facilitators and barriers to accessing nonpharmacologic
treatments.

Yet, these interviews may reflect the conversations PCPs
typically have with patients or medical trainees, which are
often brief. Analyzing actual conversations between PCPs
and patients with LBP, combined with medical claims data,
would ultimately be needed to better understand early
management of acute and chronic LBP. For example, none
of the PCPs indicated that he or she would recommend
opioids for acute or chronic LBP. This finding differs from
previous studies using representative U.S. data suggesting
nearly a third of primary care patients receive an opioid for
their LBP.38,39 Patients may ask about nonpharmacologic
approaches, and findings from this study and others suggest
that physicians may encourage this if patients express in-
terest.7,23 Yet, the ACP guideline encourages the use of
nonpharmacologic approaches before pain medications, and

PCPs should routinely introduce nonpharmacologic treat-
ments in conversations about LBP.

Conclusions

While most PCPs indicated they were familiar with the
ACP guideline, nonpharmacologic treatments were not re-
commended for patients with acute symptoms. Further dis-
semination and implementation of the ACP guideline are
needed.
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